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We considered the case of a 17 year old boy with an unstable L4 burst fracture but with no neurological deficit as presented in the above article. Five internationally renowned specialists gave their own opinions and discussed the question of whether the patient required operative treatment or conservative treatment. The majority of the authors advocated a conservative approach. We offer an additional statement, not because we are of a different opinion, but because in our view certain important aspects of the patient have not yet been considered.
Surely, if there is no neurological deficit, there is no neurological indication for surgery. It is possible to treat an unstable fracture conservatively by bedrest and TLSO. Neurological deteriora tion may occur only by an increase of the dislocation of fragments of the posterior vertebral wall but this is quite unlikely, with conservative treatment being carried out in a competent way. Otherwise there can be problems caused by possible dural laceration and incarceration of fibres of the cauda equina in the cleavage fracture of the spinous process in the presented case. We therefore recommend that a postmyelographic CT scan should be carried out before performing any manoeuvre of closed reduction in such a patient.
Apart from these statistically seen, more or less academic aspects, the effects of disturbed biomechanics and the functional result require greater consideration in this patient.
The radiographs of the lumbar spine show a remarkable kyphosis at the L4 level of more than 15° (without taking into account the normal lumbar lordosis) in the lateral view, and an angulation of SO in the sagittal projection. It might be possible to achieve good reduction of the lordotic curve if no fibres of the cauda are wedged, but it would be difficult to maintain this result after removal of a cast or TLSO.l Mumfield et at stated that conservative treatment was adequate in patients who do not have a neurological deficit, and found a 25% deterioration of the kyphotic angle in most patients having conservative treatment.2
In the follow up, most authors claim good and very good functional results after conservative treatment in 80% or more of such patients. These studies, however, do not correlate between malposition and functional result according to the different levels of the spine. Late kyphosis of more than 20° Cobb between L2 and L5 (the concomitant fracture of the upper anterior edge of L3 has to be regarded in the prognosis), and also the small lateral deviation in the AP view, will not heal without a functional deficit, even with stable osseous consolidation. The malposition will represent a regular overloading at the lumbosacral junction.
Therefore, we would definitely recommend_operative treatment in this patient. Surgical intervention can be performed by an exclusively posterior approach, or as a combined procedure of posterior and anterior approach simultaneously or in two stages. In this patient we would restore and stabilise the anatomical relationship of the spine with a fixateur interne anchored transpedicularly at L3 and aLL5,3 and we would carefully visualise the split fracture of the spinous process L4. The spinal canal should be decompressed and the resulting cancellous defect produced by restoring the height and the shape of the vertebral body of L4 should be filled up with autogenous bone, and an interbody fusion of at least the segment L3-4 should be made in order to prevent late loss of correction. All this can be performed posterolaterally and transpedicularly via a posterior approach.4
Alternatively, for decompression and for anterior fusion, a retroperitoneal approach can be used at the same or at a second intervention.
Posterior instrumentation with a fixateur interne makes anterior stabilising implants unnecessary. In addition, the range of the fusion will be limited to the seriously injured segments. We avoid a kyphosis of the L2-3 segment by using a lordoting orthosis, which is worn for 3 months when the patient is out of bed. The same orthosis will protect the instrumented segments L3-5 against extreme loads until fusion is obtained.
Following exclusively posterior interventions, our patients so treated are mobilised 4 days after the intervention. Mobilisation, after combined posterior-anterior procedures, takes place on
